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STATE PLAN UNDER TITLE X E  OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B 
MEDICAL ASSISTANCE PROGRAM Item 2.a., Page 1 
STATE OF LOUISIANA 

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES 
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES OF CARE OR 
SERVICE LISTED INSECTION 1905(A) OF THE ACT THATARE INCLUDED INTHE PROGRAM UNDER 
THE PLAN ARE DESCRIBED AS FOLLOWS: 

CITATION Medical and Remedial OUTPATIENTHOSPITAL SERVICES 
CFR Care and Services 
447.321 Item 2.a. Clinical diagnostic laboratory services are reimbursed at the 

lower of: 

1) billed charges; 

2) 	 theState maximum amount for CPT codes (State 
maximum amounts in effective as of September 15, 
2002 are increased by ten percent [ 1O%]); or‘;

1 :  3) Medicare Fee Schedule amount. 
3
OI Outpatient hospital facility fees folr office/outpatient visitsare 

reimbursed at the lowerof: 

1) billed charges; or 

2) 	 the State maximum amount (70% ofthe Medicare 
APC payment rates as published in the 8/9/02 Federal 
Register). Fee schedule is available in the Hospital 
Program Provider Manual. 

Outpatient surgeriesare reimbursed at the lower of: 

1) billed charges; or 

2) 	 established Medicaid payment rates assigned to each 
Healthcare Common Procedure Coding System 
(HCPCS) code based on the Medicare payment rates 
for ambulatory surgery center services. 

Current HCPS codes and modifiers shall be used to bill for all 
outpatient hospital surgery services. 

Rehabilitationservices (physical, occupational,andspeech 
therapy). Rates for rehabilitation services are calculated using the 
base rate from fees on file in 199’7. The maximum rates for 
outpatient rehabilitation services are set using the State maximum 
rates for rehabilitation services plus an additional 10%. Effective 
September 16,2002 the reimbursement rates for services rendered to 

C I ) O Q ~ T  Medicaid recipients over theageof 3 years are increased by 15% for 
outpatient hospital rehabilitation services. 
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